
 REQUEST FOR PRIOR AUTHORIZATION FOR A NON-PREFERRED DRUG  
   Please FAX or Mail To: RI PA CALL Center  
      PO Box 25719, Richmond VA  
      23286-8212 
      Fax # 1-800-390-0109  
 
Date_______________________________________________________________________________________________  

Beneficiary Name ______________________________ DOB___________ Medicaid ID Number____________________  

Prescriber Name _______________________________Prescriber NPI #_________________DEA#__________________ 

Prescriber Office Address _____________________________________________________________________________  

Office Phone Number ________________________________  

Requester Name ________________________________________________________ RN/MD/RPH  

Phone Number _________________________________ Fax Number _________________________________________  

Drug Requested ________________________________________________QTY / FILL __________________________  

Diagnosis, ICD-9 CODE______________________________________________________________________________  

PDL Medications that the patient has tried _______________________________________________________________  

What was the outcome? ______________________________________________________________________________  

If you are requesting a brand name drug, provide the dates that the generic was tried and the outcome 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________  

Explain why this particular non PDL medication is medically needed for this beneficiary  

__________________________________________________________________________________ 

  

RI PRIOR AUTHORIZATION CALL CENTER PHONE NUMBER 1-866-420-3874, HOURS M-F, 9 AM-6 PM (EST)  

 


